The Hand Clinic at University College Hospital, London, was started in 1933 by Mr C W Flemming as a weekly advisory clinic to which cases could be referred by the casualty officers. Later, when the clinic was taken over by the Surgical Unit, the sessions were increased to three per week and in 1947, in order to study more closely the use of systemic penicillin, to six per week. It was about this time that the clinic began to take over the complete treatment of simple cases, having hitherto been mainly concerned with those developing complications. Most of the cases were referred to the clinic by the casualty officers but some came direct. The number of the latter has increased gradually but the main source of cases is still the hospital casualty department. There is no obligation on the casualty officers to refer their cases and they may do so before or after starting treatment. This has some bearing on the interpretation of results. During recent years the number of new cases seen per year has been a little over 600. The purpose of the clinic is twofoldto improve the treatment of hand infections in the Hospital and to provide instruction and experience for undergraduates and postgraduates. It has always been the aim of the clinic to teach methods of treatment which a doctor can, if necessary, carry out single-handed.
Pathology
The majority of hand infections are caused by Staphylococcus pyogenes. There is local breakdown of tissue with the formation of pus and slough. Death of tissue, whether soft tissue or bone, is due to the action of the staphylococcal toxins and not to tension in tissue spaces causing ischwemic necrosis (Pilcher et al. 1948 is little tissue tension even in the presence of gross swelling. Pus forms in three sites in relation to the skin: (a) Subcuticular, (b) intracutaneous, and (c) subcutaneous (Fig 1) .
'Collar-stud' abscesses are not rare in finger infections, as a result of a subcutaneous abscess tracking to the subcuticular layer. Such abscesses demonstrate the impermeability of the cuticle to pus. Pus will track in the subcuticular layer over large distances if a breach is not made in the impermeable mantle. The cuticle or horny layer of the skin varies much in thickness and rigidity, and affects both the evolution and resolution of infection. The thick horny layer on the hand of the labourer is a barrier to the spontaneous escape of pus, but in infants and young children spontaneous escape occurs so readily that operation is seldom necessary. Cellulitis can be treated with antibiotics to effect a cure, but once suppuration has started the pus must escape before resolution takes place.
The main hand infections seen in this clinic are listed in Table 1 . In the years 1957 to 1960, 2,658 new cases attended the clinic; of these 355 cases were either not hand infections, or the notes are 19 445 The splintage used at this clinic is a plaster of Paris back or front slab which extends along the forearm to the fingertips; the thumb is only included if involved. Duration of splinting is usually only two or three days. Splinting and raising the hand in a sling decreases the pain in hand infections. Antibiotics and splints are most effective in early cases. The approach to incision is conservative. Too early an incision into infected tissues before pus has formed may make the infection worse. Unfortunately, pus has usually formed by the time we see the cases. All incisions in fingers are made under local analgesia induced by a ring-block anesthetic, with the use of a tourniquet to give a bloodless field. Palmar incisions can be made under wrist block. By this method, the incision can be made deliberately, and the cavity explored properly without haste. Adrenaline must not be used in the anmsthetic solution as there is a real danger of this causing arterial spasm with subsequent gangrene. We also think it unwise to use a tourniquet in a patient with Raynaud's disease. The incisions are always made directly over the site of pus. If the site of the pus is not obvious it may reveal itself as an exquisitely tender spot on prodding with a fine pointed instrument.
In paronychia the pus is in the subcuticular or intracutaneous layer of the nail-fold. The skin at the edge of the nail-fold is well stuck down to the nail, so that pus tends to track along its own skin plane over the nail and around to the exterior skin layers. To drain this, full-thickness skin incision is not required; this would increase the time of healing and may spread infection to deeper layers. The eponychium is lifted along the whole length of the nail; this usually allows adequate drainage. Redundant cuticle is removed. The cavity must be probed and subungual spread looked for. If the nail is undermined, the affected area is removed. The whole nail is removed only if it is floating on pus. Subcuticular pus over the surface of the nailfold must be de-roofed or it may spread further by stripping up the cuticle as already described. The roof of simple subcuticular abscesses can be removed without an anesthetic, but if a collarstud abscess is found the ring-block anesthetic is indicated for adequate exploration of the deep compartment. For intracutaneous or subcutaneous abscesses an incision is made over the pus, and, when the size of the cavity has been ascertained by probing, the incision is made diamondshaped to improve drainage. Drains are not used, as these are thought to be ineffective and to cause tissue irritation and unnecessary pain. Incisions should not cross flexor creases, as these may cause a scar limiting extension. Incisions in web spaces do not need to be diamond-shaped, as the skin is loose and allows good drainage, and these abscesses resolve within a day or two. In all incisions it is best to pare back the cuticle around the incision. This stops subcuticular spread if the edges stick together and also allows the cedematous tissue beneath to dry.
Dry gauze dressings are used in nearly all cases. Tulle gras is little used, as the purpose of the dressing, besides protection, is to allow drainage, and to dry the area. Patients who have had tulle gras dressings applied present with nasty-looking, wet, soggy wounds with the white cuticle often lifted for some area around and harbouring pus. The wounds that have been incised are usually inspected the following day to check that the cavity is draining satisfactorily.
Complications
Of the 337 cases of acute paronychia, with complete records, seen in the years 1959 and 1960, there were 38 cases (11 -3 %) listed as having complications. The main ones were: Inadequate Section ofSurgery 447 primary treatment, and lymphangitis or lymphadenitis.
Of the 134 properly documented cases of pulp abscess seen in the same period, 15 were listed as having complications, the -main ones being: Inadequate primary treatment, lymphangitis or lymphadenitis, and periostitis and suppurative arthritis.
There are no recorded complications from the use of ring-block analgesia. Over about twenty years no example of palmar space infection has been seen in the clinic and only a few cases of suppurative tenosynovitis. In the past these infections were usually complications of inadequate or wrong treatment of superficial lesions. Now they seldom occur and, when they do, are due to direct primary inoculation by a penetrating wound.
Results
The above figures and those that follow are taken from the biennial reports compiled by successive registrars. The figure to which most importance is attached is the time of onset to the time of healing (Table 2 ). This is the disability period and is the sum of delay before treatment and the period of Erysipeloid 5 9 treatment. The average delay before the patient comes to the clinic has been remarkably constant since 1947, being about four days for all types of infection. In spite of this there has been a fall in the ratio of late to early cases. Four days is taken as the dividing line between early and late cases. The tendency towards an increase of early cases can be offset in the average delay by a few very late referrals. Delay in starting treatment has a variable effect on the length of treatment. In paronychia it seems to make no difference, but in other categories it prolongs the period of treatment; in either case it increases the total disability period. Fig 2 shows the duration of treatment in a few categories in successive biennial analyses. From this it appears that after initial improvement there is a tendency to level out. Two factors tend to exaggerate the average treatment period. First, unless the patient attends every day, healing may not be recorded until a few days after it has occurred, and, secondly, patients whose fingers heal quickly tend to discharge themselves so that the date of healing is not recorded. The latter group, having incomplete records, are excluded from the analysis. The average disability period is also adversely affected by cases that are referred to the clinic from elsewhere, because of the occurrence of complications. It has never been our policy to exclude any such cases from analysis. The figures are prepared to show what the clinic achieves with the material that comes to it rather than to show what it might achieve if all cases were treated in the clinic from the start. The importance of inadequate primary treatment as a cause of complications has already been indicated, and often this has been carried out within the hospital suggesting some failure of the teaching aim of the clinic.
Conclusion
We believe that the Hand Clinic has improved the results of treatment ofinfected hands at University College Hospital. It has provided instruction and practical experience for undergraduate and postgraduate students. Similar clinics have been started in other hospitals by ex-registrars, the most recent in Khartoum, by Ahmed Abdel Aziz Yacoub, who compiled the latest of the biennial reports. Although the results in terms of duration of disability now appear to be static there is still scope for further improvement, first by reduction of the delay in starting treatment and secondly by more supervision of treatment that is started before referral to the clinic.
